Early research on the mental health of civilians displaced by armed conflict focused primarily on the direct effects of exposure to war-related violence and loss. Largely overlooked in this war exposure model were the powerful effects of ongoing stressors related to the experience of displacement itself. An ecological model of refugee distress is proposed, drawing on research demonstrating that mental health among refugees and asylum seekers stems not only from prior war exposure, but also from a host of ongoing stressors in their social ecology, or displacement-related stressors. Implications of this model for addressing the mental health and psychosocial needs of refugees and other displaced populations are considered.
Recent estimates put the number of people displaced by organised violence at 60 million (UNHCR, 2015) . This includes at least 32 million internally displaced people (IDPs), forced to abandon their homes and communities but still living within the borders of their home countries. Violence-related displacement is at a 20 year high, while the number of IDPs is at its highest level in 50 years. European governments and civil societies are actively, and at times contentiously, debating how to best respond to the dramatic increase in asylum seekers from protracted wars in Syria, Iraq and Afghanistan; meanwhile, the great majority of refugees from those and other conflicts seek shelter not in Europe but in neighbouring countries bordering their embattled homelands. [For the sake of ease, except where explicitly indicated, we use the term 'refugee' inclusively in this paper, to include anyone displaced by armed conflict.] Paralleling this marked increase in forced migration has been a significant growth in research on the mental health of civilians displaced by armed conflict. Studies have examined diverse subgroups of displaced populations: children, adults, unaccompanied minors, torture survivors, IDPs, asylum seekers held in detention centres pending the outcome of their asylum claims, refugees resettled in high-income countries and the far greater number living in refugee camps or urban areas in low-and middle-income countries.
Several excellent reviews have synthesised the findings of this extensive literature (Lustig et al. 2004; Porter & Haslam, 2005; Fazel et al. 2011; Siriwardhana et al. 2014; Tyrer & Fazel, 2015) , and all suggest that the mental health impact of armed conflict is compounded or alleviated by contexts of migration and resettlement. In other words, the mental health of refugees is powerfully influenced by war-related violence and loss combined with the conditions they encounter en route to and within their host countries.
Our aim in this paper is to highlight an empirically robust risk model that specifies the primary threats to mental health faced by survivors of conflict-driven displacement. The model includes pre-migration exposure to the violence and destruction of war, as well as a constellation of stressors related to the experience of displacement itself. Examples of 'post-migration' or displacement-related stressors that have been shown to influence mental health include social isolation resulting from the loss of social networks (Bennett & Detzner, 1997; Silove et al. 1997; Priebe et al. 2013) ; unemployment due to a lack relevant work skills or to host-society restrictions on permission to work (Beiser et al. 1993; Silove, 1999; Priebe et al. 2013) ; poverty and a lack of access to basic resources (Pernice & Brook, 1996; Rasmussen et al. 2010; Tay et al. 2015c) ; perceived discrimination (Ellis et al. 2008) ; increased family violence (Billings, 1996; Betancourt et al. 2012; Panter-Brick et al. 2014) ; a lack of safety in refugee camps (Rasmussen et al. 2010) ; and difficulties navigating settings of resettlement (Miller, 1999) . For asylum seekers, stressors also include uncertainty regarding their legal status, the possibility of being deported to the country from which they fled, and for many, prolonged detention in asylum holding centres, while their asylum claims are adjudicated (Keller et al. 2003; Laban et al. 2004; Steel et al. 2004) .
Post-migration stressors have consistently been found to predict levels of distress as powerfully as prior war exposure. In numerous studies, post-migration stressors have accounted for greater variance in levels of depression and anxiety than war-related experiences of trauma and loss (Sack et al. 1996; Miller et al. 2002a; Heptinstall et al. 2004; Ellis et al. 2008) . They have also been positively associated with post-traumatic stress disorder (PTSD; Steel et al. 1999; Ellis et al. 2008; Betancourt et al. 2012) . This is likely due to the traumatic nature of certain postmigration stressors (e.g., family violence), and to the depletion of refugees' coping resources by continuously stressful environmental conditions (e.g., poverty, unemployment, unsafe and overcrowded housing), which leaves them more vulnerable to the post-traumatic effects of prior war exposure (Steel et al. 1999; Nickerson et al. 2010; Rasmussen et al. 2010) .
In the tradition of social ecological models (cf. Bronfenbrenner, 1977) , in which factors at multiple levels (individual, family, community and society) influence human development, Miller & Rasco (2004) proposed a social ecological framework for understanding the numerous stressors affecting the mental health of refugees. Within that framework, distress among refugees is understood as stemming not only from the violence and destruction of war, but also from stressful conditions linked to social and material conditions of everyday life following displacement. An ecological model of refugee distress includes risk factors at different points in time (pre-migration war exposure, perilous experiences of flight and current post-migration stressors) and at different levels of the social ecology. Moving from the individual level to the macrosystem, specific risk factors might include pre-existing psychological vulnerabilities and direct experiences of war-related violence traumatic stress; family conflict including interpersonal violence, and for children, impaired parenting due to parental trauma or depression; community tensions and limited resources within refugee camps; discrimination by host communities; and national policies that consign asylum seekers to periods of prolonged detention, or that limit opportunities for income generation and economic self-sufficiency. A social ecological model expands the view beyond the field's historical focus on war exposure and its adverse psychological effects, by drawing attention to current stressors associated with the challenges of adapting to life in exile, or displacement-related stressors. We believe that this broader view implies a set of mental health intervention strategies that extend well beyond the traditional clinical toolkit of psychotherapy and psychopharmacology.
In drawing attention to the influence of displacementrelated stressors on mental health it is not our intent to minimise the horrific and profoundly painful experiences many refugees endure before leaving their homelands. We have both worked clinically with refugees who escaped civil war and genocide, and have seen repeatedly the enduring effects that such violence can have on the mind and body. Nor is it our attention to overlook individual and group factors that have a bearing on psychosocial outcomes. A wealth of studies with displaced populations have found that risk and protective factors at the individual and group levels account for important variance in psychosocial distress (e.g., Sachs et al. 2008; Reed et al. 2012; Tol et al. 2013) . Our point is simply that war exposure, for all of its destructive power, should not be assumed to be the sole, or even primary, source of distress among refugees.
Early research with refugees based on the war exposure model Civil war, state terror and genocide in Southeast Asia and Latin America in the late 20th century gave rise to large-scale refugee movements to the USA and Canada, Australia and much of Western Europe. Refugees arrived sharing war stories replete with experiences of violence, terror and loss -experiences that met the trauma exposure criterion of the recently developed diagnosis of PTSD (American Psychiatric Association, 1980) . Given their histories of exposure to traumatic stress, coupled with the mental health field's growing interest in psychological trauma, it was unsurprising that research with refugees quickly came to prioritise the assessment of PTSD. PTSD prevalence rates among refugees have varied markedly across studies, with estimates ranging from below 5% to over 90% (Fazel et al. 2005 (Fazel et al. , 2011 Porter & Haslam, 2005; Porterfield et al. 2010) . Similarly wide variability has been found for depression, anxiety and psychosocial impairment. This variability reflects numerous factors, including differences in severity of war exposure and in settings of displacement (e.g., refugee camps adjacent to ongoing violence versus resettlement in high-income countries), as well as methodological variability (e.g., self-report versus clinical interview, community versus clinical samples and variation in the quality of cross-cultural instrument adaptation). Larger and more rigorous studies have generally found lower rates of distress; however, even meta-analytic studies have yielded conflicting results (Fazel et al. 2005; Porter & Haslam, 2005) . Overall, the available data suggest that refugees have higher levels of PTSD and other common mental disorders than those found in the populations of their host societies, and higher symptom levels than war-affected civilians who have not been displaced. Although there is a paucity of longitudinal data regarding the persistence of distress and clinical disorder among refugees, several studies have found that symptom levels remained elevated even several years post-migration (Kinzie et al. 1986 (Kinzie et al. , 1989 McSharry & Kinney, 1992; Sack et al. 1993; Steel et al. 2002) .
Although it was clear from early studies that many refugees were at risk of significant and potentially enduring distress, the causes of that distress were less well established. It was often assumed that high symptoms levels were the result of pre-migration experiences of war-related violence and loss -a war exposure model of distress and psychopathology. Other researchers sought to test this assumption by examining the relationship between severity of war exposure and level of symptomatology or the likelihood of receiving a clinical diagnosis. Findings generally supported a 'dose response effect', with higher levels of war exposure predicting greater distress or a higher probability of diagnosis (Mollica et al. 1998; Steel et al. 2009 ). However, the strength of the effect varied considerably, and models using war exposure as the sole or primary predictor of mental health status typically left a great deal of variance in symptom levels unexplained (Silove, 1999; Miller & Rasmussen, 2010a, b) .
Little was known about the psychological impact of displacement and the numerous stressors it entails, because post-migration stressors generally were not part of the models being tested. The salience of trauma and loss in refugees' war stories led the field to overlook the stressful nature of life in exile. However, as researchers and clinicians began to ask about the challenges faced by refugees after becoming displaced, the salience of postmigration stressors became increasingly apparent. Alongside stories of trauma and loss, refugees described numerous stressors in their day-to-day lives related to the experience of displacement (Hitchcox, 1990; Billings, 1996; Miller et al. 2002b) . With the addition of postmigration stressors such as social isolation, poverty, family violence, discrimination and uncertainty regarding asylum status, predictive models were increasingly able to account for a great deal of previously unaccounted for variance in symptoms levels (Pernice & Brook, 1996; Sack et al. 1996; Gorst-Unsworth & Goldenberg, 1998; Michultka et al. 1998; Miller et al. 2002a; Ellis et al. 2008 ). The ecological model of refugee distress showed significantly greater predictive power than the more narrowly focused war exposure model that had guided earlier research.
Although the direct effect of war exposure on mental health, and PTSD in particular, generally remained significant after post-migration stressors were added to models, the strength of that effect was consistently diminished. This suggested that post-migration stressors partially mediate the impact of war trauma on psychological wellbeing (Steel et al. 1999; Nickerson et al. 2010; Rasmussen et al. 2010; Jordans et al. 2012) . This mediating role is consistent with what we found in our review of war exposure and daily stressors among civilians living in settings of armed conflict (Miller & Rasmussen, 2010a, b) . We defined daily stressors as the stressful events and conditions of daily life that are caused or exacerbated by organised violence. Daily stressors threaten mental health by contributing to high levels of stress and depleting coping resources, and research has consistently linked them to numerous adverse psychosocial outcomes (for a brief review, see Miller & Rasmussen, 2014) . There is clearly a great deal of overlap between stressors associated with forced displacement and daily stressors related to armed conflict. Conceptually, we find it useful to view displacement-related stressors as a specific constellation of daily stressors that stem from (or are made worse by) the combined experiences of armed conflict and forced migration (See Fig. 1) . In other words, displacement-related stressors area subset of daily stressors that should be attended to in humanitarian aid work.
Displacement-related stressors as targets of refugee interventions
Interventions aimed at improving the mental health of refugees have generally been focused on the treatment of PTSD and depression assumed to stem primarily from war exposure. Much of the intervention literature has focused on the efficacy of trauma-treatment protocols (e.g., Narrative Exposure Therapy or NET; Neuner et al. 2004) , Eye Movement Desensitisation Retraining (ter Heide et al. 2011) and various cognitivebehavioural methods (e.g., Hinton et al. 2012) , as well as the use of psychiatric medications to manage symptoms of trauma, depression and anxiety (Smajkic et al. 2001) . Treatment effects have been highly variable, ranging from none to small in a meta-analysis of trauma treatments for survivors of torture (Patel et al. 2014) , to medium and large in treatment studies of refugees not selected based on torture history (Murray et al. 2010; Lambert & Alhassoon, 2014) .
Several intervention researchers in high-income countries have suggested that the failure to address displacement-related stressors such as poverty, unemployment, social isolation and housing difficulties may limit the effectiveness of psychotherapy and psychopharmacology with refugee clients (Kinzie & Fleck, 1987; Pejovic et al., 1997; Miller, 1999; Goodkind et al. 2013) . Growing recognition of the adverse psychological impact of post-migration stressors has led to a multiservice approach in many clinical settings, in which services such as individual and group therapy and psychiatric medication are complemented with case management aimed at helping refugee clients address the social and material conditions of their daily lives. In addition to providing assistance with housing, health, education and employment issues, such services might also include connecting refugees with each other and with sympathetic non-refugees to foster community support (e.g., Goodkind, 2006) . These more comprehensive approaches address the impact of prior war exposure as well as ongoing stressors, and appear to hold considerable potential for refugees who have access to clinicbased mental health services.
Unfortunately, health centres offering psychological care are not available for the majority of the world's displaced people. An increasingly popular response to this scarcity of mental health services has been the development of so-called 'task-shifting' methods in which trained paraprofessionals implement grouplevel therapeutic interventions in refugee communities. This approach has shown promise in reducing symptoms of distress and improving psychosocial wellbeing in efficacy trials conducted with refugees in several low-and middle-income countries (Bolton et al. 2007; Ager et al. 2011; Murray et al. 2014) . Because efficacy trials are often well-funded and highly resourced, a critical next step will be effectiveness studies to assess the impact of task sharing models under the normal, lower-resourced conditions in which many nongovernmental organisations (NGOs) and local health centres operate.
Although task-shifting interventions with conflictaffected populations have typically focused on ameliorating the post-traumatic effects of war exposure, recent studies have also demonstrated their potential for targeting daily or post-migration stressors. For example, task-shifting approaches have been used successfully to reduce both child abuse and intimate partner violence in post-conflict societies and displaced communities (Hossain et al. 2014; Sim, 2014; Sim et al. 2014; DeVries et al. 2015) .
A broader approach to improving refugees' mental health
An important implication of research on the impacts of displacement-related stressors is that it should be possible to improve the mental health of refugees through interventions that are not formally conceived of as psychotherapeutic in nature. Projects aimed at fostering livelihoods, changing policies to permit refugee employment, reducing family violence, minimising the duration of asylum application processes, and creating settings where people can find new sources of social support may not be designed to improve mental health, yet may do so collaterally. We briefly consider evidence that lends provisional support to this idea, as well findings suggesting a somewhat more complex picture. Although the findings discussed below are drawn largely from studies of refugees in high-income countries, we believe they are germane to displaced populations in low-and middle-income settings as well.
Legal procedures facing asylum seekers often make the experience of displacement markedly more stressful. Several studies have shown that asylum seekers with longer stays in detention centres have worse mental health (Keller et al. 2003; Robjant et al. 2009 ). Keller et al. (2003) further found that symptoms of distress dropped significantly among asylum seekers following their release from detention. In a similar vein, a study by Nickerson et al. (2010) of non-detained Mandean asylum seekers in Australia found a significant improvement in mental health when their legal status was changed from temporary (asylum seeking) to permanent (refugee). This result was further supported by findings from research in the USA that receiving asylum had by far the largest effect size reducing symptom severity among a sample of asylum seekers, even after controlling for engagement in psychotherapy and social services (Raghavan et al. 2013) . Taken together, these studies suggest the psychological benefits of individuallevel interventions that aid in reducing or avoiding detention, and legal advocacy to facilitate the speedy processing of asylum claims. Higher levels of intervention would include political advocacy for: (1) eliminating the unnecessary use of detention centres, (2) minimising the duration of detention when deemed necessary, and (3) advocating for simpler and more efficient asylum application processes.
The degradation of social networks through warrelated death and displacement is pervasive among refugees, and increases the risk of social isolation, depression, and serious physical health problems (Silove et al. 1997; Chesney & Darbes, 1998; Priebe et al. 2013) . Community interventions designed to foster new social support networks among refugees are common, but their psychological benefits have seldom been rigorously studied. An exception is the work of Goodkind, who used 'learning circles' to facilitate cultural and social support (Goodkind, 2006; Goodkind et al. 2013) . In a recent study of women refugees from the Great Lakes region of Africa living in the USA, Goodkind and her colleagues found that postintervention levels of psychological distress were significantly reduced and quality of life was improved, with both outcomes specifically related to increased social support from the intervention (Goodkind et al. 2013) . Whether there are certain conditions that influence the likelihood of social settings being perceived as supportive is an important question. It may be, for example, that for some highly traumatised individuals, social gatherings where news and stories from the homeland are shared may trigger heightened anxiety and reminders of traumatic experiences. In such cases, a certain amount of healing, either individually or in therapeutic groups, may be a prerequisite to benefitting from the positive effects of social engagement.
As noted earlier, the adverse effects of unemployment and poverty on the psychosocial wellbeing of refugees have been well documented (Silove 1999; Beiser et al. 1993; Priebe et al. 2013) . More broadly, enduring poverty and unemployment contribute to the social marginalisation of refugees within their host societies (Duke et al. 1999; Ager & Strang, 2008) . Refugees are restricted from legal employment in many countries, consigning them to exploitative black market labour and dependence on government or humanitarian aid. Where employment is allowed, many refugees lack the relevant skill sets to find work in their new environment. Policy changes that permit legal employment, as well as livelihoods programmes that provide vocational skills training and access to work opportunities, hold promise as strategies not only for reducing dependence on aid among refugees, but also improving their mental health. Unfortunately, in our review for this paper we found no studies directly addressing the psychological effects of interventions aimed at helping refugees become gainfully employed.
Several studies have examined the mental health impact of various types of poverty reduction interventions in non-refugee populations in low-and middle-income countries. Research has yielded mixed results to date. Cash transfer programs to poor families have showed significant mental health benefits for adolescent girls in Malawi (Baird et al. 2011) , and have significantly reduced children's behaviour problems in Mexico ). In contrast, microfinance (microcredit) programs have generally yielded disappointing results. Microcredit -loans based on little or no collateral -initially seemed like a promising strategy for families living in poverty, including refugees, without adequate capital to start income generation ventures. However, microfinance programmes have generally failed to lift poor families out of poverty or reduce poverty-related stressors, and they have not shown positive effects on the mental health of programme recipients (Ahmed et al. 2001; Ozer et al. 2009; Stark et al. 2014) . To our knowledge, evaluations of microcredit programmes specifically with refugees have not been published.
We recognise that addressing issues of poverty and unemployment in displaced populations is complex in ways that go beyond quality of programme design and implementation. Providing access to employment for refugees for refugees occurs in contexts that are highly political, and may evoke fear and resentment if refugees are perceived as competing for scarce jobs in countries with tight labour markets.
We also realise that some individuals, struggling with the disabling effects of severe war-related trauma and depression may need psychological assistance before they are able to take advantage of livelihoods programmes and employment opportunities. This underscores the mutually influential relationship between the effects of war exposure and post-migration stressors. For refugees severely affected by pre-migration experiences of trauma, some degree of healing may be necessary before they are able to make use of resources in the post-migration environment; conversely, reducing the stressful nature of life in exile may lessen the intensity of war-related trauma and facilitate a natural process of psychological healing.
Why are displacement-related stressors so strongly linked to mental health?
It may seem counterintuitive that displacement-related stressors are as powerfully related to mental health as the terrible experiences of violence and loss that lead people to become displaced. In 2010, we posited four factors that might account for the strong relationship between daily stressors and mental health in conflict-affected societies (Miller & Rasmussen, 2010a, b) . Given that displacement-related stressors are in fact a subset of daily stressors, we briefly summarise each of the four explanatory factors here.
The first factor is temporal proximity. Daily stressors represent immediate and ongoing sources of stress, whereas war exposure may be a more distal experience, particularly in post-conflict settings and among refugees who have been displaced for extended periods of time. Natural processes of psychological recovery may have ameliorated the mental health impact of war-related trauma and loss, while daily, or displacement-related, stressors continue to tax coping resources and threaten psychological wellbeing.
Second, daily stressors 'represent noxious stimuli that are largely beyond people's control' (Miller & Rasmussen, 2010a, b: 13) . Research on both animals and humans has consistently shown that a lack of control over aversive stimuli is causally related to a host of adverse psychological and physical outcomes, particularly when exposure is prolonged or unpredictable (Sapolsky, 2004) . Displacement-related stressors such as discrimination, detention, uncertainty regarding asylum status and a lack of access to basic resources all represent continuous stressors over which refugees have limited or no control. Moreover, although conflict-related displacement ideally entails a move away from danger towards greater safety, journeys into exile are often fraught with peril, and safety concerns within refugee camps and settlements are frequently paramount (Rasmussen et al. 2010; Bartels & Hamill, 2014) . Even in high-income countries, refugees may end up living in neighbourhoods with high crime rates, and feel threatened by hostility from members of the host society. It seems reasonable to hypothesise that the continuous perception of threat and associated heightened levels of distress contribute to the association between displacement-related stressors and mental health status.
Third, daily stressors are pervasive within waraffected populations, while the degree of direct exposure to the violence of war is often highly variable (Macksoud & Aber, 1996) . Similarly, severity of war exposure within refugee communities varies markedly, while nearly all refugees contend with a range of displacement-related stressors. To illustrate, in 1982 many indigenous Guatemalans fled north into Mexico immediately upon learning of army massacres in neighbouring villages. Consequently, while some of the refugees witnessed horrific violence and many lost loved ones in the military's counterinsurgency campaign, others escaped before the violence reached their communities. In contrast, nearly all of the refugees in the camps of Southern Mexico confronted the daily challenges of poverty, inadequate housing, lack of access to land for growing food, exploitative wage labour, separation from loved ones, repeated displacement to new camps, fear of cross-border incursions by Guatemalan soldiers, and a lack of access to adequate nutrition and healthcare (Manz, 1988; Billings, 1996; Miller, 1996) .
Finally, the term 'daily stressors' includes a diverse set of stressful phenomena, from lower-intensity chronic stressors such as inadequate housing, unemployment and social isolation, to acute and potentially traumatic experiences such as child abuse and intimate partner violence. Displacement-related stressors likewise include an array of stressful conditions and experiences, from low-intensity stressors to patently traumatic events. This suggests at least two pathways by which they may increase the risk for psychiatric disorders, including PTSD: first, through exposure to potentially traumatic stressors such as family and community violence, and second, by overwhelming individual and family coping resources through exposure to the less intense but continuously stressful challenges of life in exile.
Conclusion
A social ecological model of refugee distress illustrates a simple but powerful point: distress within displaced populations is as likely to be related to ongoing stressors in their social ecology as it is to prior war exposure. This reality underscores the importance of thoroughly assessing current environmental stressors as well as history of exposure to conflict-related violence and loss, when seeking to understand and address the mental health needs of refugee communities. Inadequate assessment of post-migration stressors risks the misattribution of distress to prior war exposure, when it may be due partly or wholly to ongoing stressors that could readily be targeted for change. Miller et al. (2006) give the example of a Bosnian refugee whose severe PTSD and depression turned out to primarily the result of extreme and ongoing domestic violence, a fact that only emerged several months into her treatment for what was assumed to war trauma. How we respond to psychological difficulties depends on our understanding of their root causes. Effective responses will likely differ for depression that stems from unresolved grief, versus depression resulting from unemployment, poverty, family violence, or the loss of agency stemming from restrictions on freedom of movement beyond the confines of refugee camps. There has been some research modelling sources of distress in displaced populations in a more holistic manner. Perhaps the most prominent is Silove and colleagues' model of Adaptation and Development after Persecution and Trauma, or the ADAPT model. Among refugees from West Papua living in Papua New Guinea the ADAPT dimensions insecurity, disrupted bonds and networks, access to justice, identity disruptions, transitioning to new roles and identities had effects on PTSD beyond war trauma (Silove, 2014; Tay et al. 2015a, b) . These ADPAT domains correspond conceptually to several categories of displacement-related stressors within a social ecological model of refugee distress. Unfortunately, there remains a critical gap in the literature on the mental health benefits of interventions that target stressors such as these.
There has been considerable debate regarding the relative merits of treating the enduring effects of war trauma versus targeting the stressful conditions that war and displacement have on mental health through their impact on the social ecology of everyday life (Miller & Rasmussen, 2010a, b; Neuner, 2010) . The available data strongly suggest that (1) both war trauma and post-migration stressors exert a powerful influence on mental health, and (2) the post-migration environment plays a critical role in either fostering or impeding recovery from war-related trauma and grief. An ecological model offers a framework for understanding the diversity of factors affecting the psychological wellbeing of refugees, and for responding in ways that correspond to the various sources of their distress.
